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Abstract Background: Depression is a great cause of

morbidity around the world. Not one person seems to escape
the hollow dread that the disease can bring forth. Aims:
Although living in a large extended family which serves as a
social support is common in Pakistan, why we still suffer
from anxiety and depression just as often if not more than
those in other countries? Method: We checked studies
conducted in different localities of Pakistan over the past 10
years to find prevalence values of anxiety and depression.
Results: The values of anxiety and depression ranging from
22% to as high as 60% in a given population high rates
necessitate the spread of awareness and action against mental
health issues. Conclusions: It is a mental disorder that can
create numerous concerns in many aspects of the sufferer’s
life. The disabling moods of depression can damage a
person's marriage, family relationships, friendships, job
performance, and health. The longer depression persists, the
more widespread the damage. Major depression can result in
people shutting themselves off from the support of friends
and family or striking out violently by verbally and
physically attacking others.
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1. Introduction
Depression is a great cause of morbidity around the world.
Not one person seems to escape the hollow dread that the
disease can bring forth. With an estimated population of 170
million people, Pakistan is the sixth most populous country
in the world and by 2050 it is projected to rank fourth [1]
(UN report 1999). Depression has been predicted to rise to
second rank in both genders by 2020 [2]. It is estimated that
10-44% of the people living in developing countries are
affected by depression disorders and almost 50.8 million are
undergoing depression [3]. Pakistan’s rapidly increasing
population and the pivotal role it plays in current world

events highlight a great need to develop an evidence base for
guiding future policy and implementing new strategies that
address depression. Although living in a large extended
family which serves as a social support is common in
Pakistan, studies showed that we still suffer from anxiety and
depression just as often if not more than those in other
countries [4, 5, 6, 7].
Dogar et al. reported prevalence of depressive and anxiety
disorders in hospitalized cardiac patients in Pakistan [8].
Rates of depression and anxiety were high among females as
compared to that of males [8]. In addition, diabetic patients
also face depression and anxiety problems. In a study of 133
diabetic patients, 38 % were found depressed, and depression
rate was significantly higher among female patients [9].
Begum et al., 2014 compared depression and anxiety rates
between fertile and infertile women of the same age group
and found significantly higher rates of depression and
anxiety in infertile women compared to that of fertile women.
Depression and anxiety rates among fertile women were
21.85 and 24.45, respectively and among infertile women
were 32.01 and 36.20, respectively [10].
Currently, Pakistan is fighting against terrorism as
frontline state since 2001. Terrorism not only causes loss of
life but also affects behavioral and psychological responses.
Physical and mental trauma is included in these
psychobiological effects [6]. Psychiatric morbidity among
medical students was also found to be associated with
terrorism. Impact of terrorism on their social and mental
health was 178 (17.2%) and 818 (79%), respectively [7].
Various studies conducted in different localities of
Pakistan over the past 10 years give prevalence values of
anxiety and depression ranging from 22% to as high as 60%
in a given population [1, 2, 5, 11-21]. Such high rates
necessitate the spread of awareness and action against mental
health issues.
Socioeconomic Status and Mental Health
Local studies have brought to light a great number of
associated factors resulting in anxiety and depression. Some
of the major associations are being female (and often
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housewives) [12, 14, 15, 16] having social and familial
issues [9-16], suffering from illnesses and chronic diseases
[11-14], possessing a low level of education [11-16] and
dealing with financial issues [18, 19]. Supportive family and
friends may be helpful in averting these mental stressors [23].
Low socioeconomic status (SES) is generally associated
with high psychiatric morbidity, disability, and poor access
to health care [24, 25]. Across the world, less educated
groups typically show a higher prevalence of psychiatric
morbidity [26] as they do in Pakistan [11-16]. Stress and
weaker social support combined with a lack of coping
mechanisms are psychiatric risk factors that may pre-dispose
lower SES groups to depression and anxiety [27]. Two
studies show that families following more of a nuclear
system rather than an extended joint family system had a
greater prevalence of depression [11, 18]. The outcomes of
higher mental morbidity are found unequally distributed
with lower SES groups facing more disabilities [25] and a
poorer prognosis [26]. In low-income countries, lower SES
groups tend to face obstacles to accessing health care [27,
28]. In Pakistan some studies indicate that there is a general
apprehension of seeking mental health care and psychiatric
treatment [29, 30, 31]. This could be due to social stigma, a
lack of awareness or a desire to be treated by faith healers
amongst other potential reasons [16].
Socio-economic status explains much about why people in
our society experience so much depression. When people do
not have enough to eat or cannot provide for their families,
they tend to suffer from depression. In a country where
making ends meet is often difficult the prevalence of
depression is not all that surprising. Another study has shown
that patients from low-income backgrounds are less likely to
respond to antidepressant treatment indicating SES plays a
role in responsiveness to antidepressants [32]. Furthermore,
a string of natural disasters beginning with the catastrophic
earthquake in 2005 and massive flooding in 2010 have
resulted in conditions of despair which further contribute to
depression [18]. Pakistan also has some of the highest infant
and maternal mortality rates in the world [33], which has an
impact on mental health [12].

2. Globalization and Mental Health
In developing countries, lower income classes
disproportionately suffer the greatest from depression and
receive less mental health care compared to the country’s
more privileged populations. This has been described as the
“inverse care law.” (Hart 1971) Although brain health care in
Pakistan has improved in several ways due to globalization,
mental health care for the poor may not be improving on the
whole. There are three main reasons for this as described by
Fregni: 1- inadequate psychiatric training that is unsuitable
for local conditions; 2- an increase in global health care
expenditures that takes resources from mental health care;
and 3- a lack of clinical research in brain health care [33].
From the perspective of mental health, Patel puts forth an
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interesting concern in India that psychiatrists there are being
trained to treat cases typical of those found in textbooks and
journals from western countries [34]. A randomized control
trial showed that even minimally trained counselors provided
benefit to anxious and depressed women from their
community [35]. In Pakistan, efforts have been made to
ensure training meets the local demands, but the extent to
which this is done is unknown.
Globally, health care costs have been rising for several
years. In the United States, health care expenditures nearly
doubled between 1990 and 2003, from $696 billion to $1.7
trillion [36]. This increase was less pronounced in Pakistan,
where health care expenditures amount to less than 1% of the
GNP [37, 38] Unfortunately, being confronted with
increasing health care costs on a limited budget, politicians
make cuts in important areas such as mental health care
(0.4% of the total budget) [38] which disproportionately
affects the poor. Any cost incurred for treatment is paid
directly by the patient as there are few insurance facilities,
little coverage through companies and the government
generally does not take part in the burden [34].
Treatment and Rehabilitation: In primary care, the range
of interventions offered may extend from watchful waiting
through guided self-management, brief psychological or
behavioral interventions, pharmacological management, and,
if needed, referral to more specialized services or hospital
admission. Pharmacological agents are one of several
treatment modalities used for depression. One of the most
frequently utilized classes of antidepressant medications are
the selective serotonin-reuptake inhibitors (SSRIs). It is
generally accepted that a 50% decrease in symptom severity
constitutes a response to SSRI medication. Remission from
depression is defined as being free or nearly free of
symptoms for the current episode. A portion of patients who
have experienced an inadequate response from a clinical
perspective may also go on to have their depression defined
as treatment resistant if it also fails to respond to subsequent
treatment strategies. All this would suggest the difficulty of
defining and capturing subjects who have had treatment
failure and related subgroups. It may also reflect
heterogeneity across studies evaluating the efficacy of
selective serotonin-reuptake inhibitors within this patient
population.

3. Lack of Therapeutic Interventions for
the Improvement of Depression in
Pakistan
Psychiatric comorbidities present in patients with
depression and anxiety are one of the major causes of
treatment failure. Considering the complexities of the illness
of depression, managing these comorbidities via any
intervention, along with depression specific therapies, is very
complicated and at times ineffective. Brain stimulation
interventions could provide efficient answers to this problem
in the field of depression medicine.
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Depression and Transcranial Direct Current Stimulation:
tDCS is a simply non-invasive brain stimulation method.it is
direct electrical current and is applied using 2 scalp surface
electrodes that are covered by sponges and soaked in saline.
Findings from preclinical studies suggest that tDCS may
cause polarity-dependent alterations in cortical excitability
and activity [39]. Anodal stimulation increases cortical
excitability and cathodal stimulation decreases cortical
excitability. The changes in cortical excitability are probably
through respective depolarization and hyper- polarization of
neurons. It shows that this effect can be attributed to a
subthreshold modulation of resting membrane potential, and
it can persist even after stimulation stops. In consequence of
its ability to alter cortical activity, Researchers started
investigating the uses of tDCS as a treatment for depression
in the 1960s. On the clinical effects of tDCS on tinnitus [40],
major depressive disorder [41, 42] and pain [43, 44-50], and
smoking addiction [46]. Interesting in tDCS as a treatment
for depression has led to several researches that examined
optimal treatment efficacy of tDCS.

4. Towards a Mental Health Agenda
As in many other developing countries, Pakistan lacks a
clear research agenda when it comes to mental health.
Progress has been taking speed with an increase in the
number of studies on the subject being published. However a
lot more effort is required and much remains to be done.
Numerous large scale trials have been carried out in Pakistan,
however few of these focus solely on depression. One trial
involved the development of a culturally sensitive Cognitive
Behavioral Therapy that proved effective in reducing
symptoms of depression [51]. Without a strong information
base bolstered by a research agenda to investigate mental
health treatments and interventions, developing local
solutions to Pakistan’s mental health problems will be very
difficult. The beneficial effects of Pakistan’s ‘National
Mental Health Policy’ and ‘Mental Health Act’ in 2001,
although steps in the right direction, have yet to reach full
fruition.
In comparison to other developing countries, Pakistan has
the highest depression rate accounting for abundant reasons
like economic issues, insecurity, political uncertainty,
unemployment, stressful working conditions, gender
discrimination and disruption of the social settings [7, 8].
The prevalence of depression continues to rise due to no
appropriate governmental policy on mental illnesses [8]. The
situation is further aggravated by the social taboo on seeing a
psychiatrist with majority people opting for faith healers and
alternative medications that complicate the illness [10]. The
free and rapid flow of information resulting from
globalization has allowed for significant advances in global
health. The widespread use of vaccines to combat easily
preventable diseases of the developing world testifies to this
fact. At the same time, however, inequalities in developing
countries like Pakistan have been exacerbated by the

ever-increasing rate at which new technology reaches those
with resources leaving the poor struggling behind. A
stronger evidence base for new policies and a structured
approach to addressing disparities in mental health are
critical for improving the lives of all Pakistanis.
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